Monosymptomatic Hypochondriacal Psychosis: Presentation and Treatment by Dr T M Reilly (St Mary's Hospital and the Maudsley Hospital, London)
Descriptive Psychopathology Hypochondriacal or somatic delusions represent an erroneous conviction of bodily disease, abnormality or alteration. A solitary delusional belief of this type, often bizarre, lies at the core of the disorder referred to as Monosymptomatic Hypochondriacal Psychosis (MHP). The term 'monosymptomatic' does not imply the absence of symptoms of psychiatric disability other than the central delusion; merely that such symptoms, if present, are not part of the primary psychotic illness but represent a psychogenic reaction to it.
In fact, secondary non-psychotic phenomena such as anxiety symptoms, minor depressive features, phobic avoidance behaviour and compulsive actions are frequent accompaniments to MHP. Furthermore, the independent concurrence of phenomena characteristic of a non-related psychiatric illness does not invalidate the diagnosis and indeed the author has successfully treated MHP in patients with concomitant paranoid schizophrenia and obsessional neurosis, in whom the symptoms of the other disorder persisted unchanged.
Nevertheless, it has been repeatedly suggested that primary sensory disturbances act as a trigger for the development of somatic delusions which are then regarded as secondary, elaborative or egoprotective mechanisms. The self-explanatory terms 'chronic tactile hallucinosis' (Bers & Conrad 1954) and 'tactile delusional hallucinosis' (Bergmann 1957) proposed for certain forms of MHP take this suggestion into accouht. However, it seems more probable that ifsensory disturbances do underly hypochondriacal delusions they take the form of an exaggeration and distortion of real proprioceptive, kinresthetic and haptic sensations of which the individual is not normally aware.
This particular type of disordered sensory experience has been referred to as 'coenwsthopathy' (Dupre & Camus 1907 ). Yet some hypochondriacal delusions are more readily explicable on the basis of a distortion of the total body image (Wernicke 1900). It is the present author's belief that such sensory distortions do occur in MHP and that various clinical syndromes may be identified, in each of which one or other type of disturbances is present. MHP appears to have no predilection for any particular age, sex, racial or religious grouping, Dr T M Reilly social class or intellectual level. This impression correlates with the findings of Lucas et al. (1962) with respect to hypochondriacal delusions in schizophrenia. It is the present author's further impression that obsessional personality traits (Reilly & Beard 1976) and relative social isolation are more frequent companions of MHP than chance alone would permit, as is the apparent absence of any specific pattern of familial illness.
Consistent clinical characteristics of MHP include'the longstanding, persistent nature of the central complaint, the absolute conviction with which it is maintained and acted upon and the total lack of insight into its delusional nature. The disorder neither remits spontaneously nor progresses to further delusional elaboration or the development of additional psychotic perceptual disturbances. Personality disintegration does not occur. Psychotherapeutic techniques and physical methods of treatment have little influence on the disorder.
Although Lucas et al. (1962) elicited hypochondriacal delusions in 20% of 288 unselected deluded schizophrenic inpatients, MHP is a rare condition. The incidence of such cases in clinical practice is more accurately represented by the figure of 0.4% determined by Retterst0l (1968) as the percentage of 3441 patients with paranoid psychosis presenting hypochondriacal delusions as the principal complaint. The incidence of single hypochondriacal delusions as the predominant feature in this series is not specified, but is presumably considerably lower.
Nevertheless, there may be a tendency to underestimate the prevalence of MHP in the general population, due to the relative isolation of many sufferers and the tendency to selfmedicate or seek help from non-psychiatric sources. Indeed many patients with MHP come to the attention of the psychiatric services only by referral from colleagues in other specialities, particularly plastic surgery, parasitology, dermatology and venereology, when the condition is already of considerable duration and when a variety of non-efficacious treatments have been instituted and abandoned. Patients in this category are often resentful of psychiatric intervention and cooperate unsatisfactorily in treatment programmes and clinic attendance.
Nosological Considerations
Hypochondriacal delusions, single or multiple, may develop in the course of organic psychoses (particularly arteriosclerotic dementia, Ladee 1966), depressive psychoses, schizophrenia or functional paranoid states not included in the preceding 2 categories. If MHP is not to be regarded as an independent entity, it is probably most appropriately assigned to the last-named group. However, in clinical practice such cases are customarily diagnosed as paranoid schizophrenia, even though Retterst0l (1968) has demonstrated that they infrequently proceed to generalized progression and personality deterioration. Furthermore, several continental psychiatrists, dissatisfied with existing concepts ofschizophrenia have attempted to define various schizophrenic syndromes of greater descriptive and prognostic consistency than the parent condition. A recurring theme of such work is the identification of a subgroup characterized by an encapsulated hypochondriacal delusional system without auditory hallucinations and having little tendency to progressive deterioration.
Proposed nomenclature for this syndrome includes 'somatopsychic delusion of schizophrenia' (Bornsztajn 1928); 'synwsthesiopathic hypochondriac schizophrenia' (Rotshtein 1962);  and 'progressive somatopsychosis' (Kleist 1912) . Leonhard (1957) has identified a similar syndrome, 'hypochondriac paraphrenia', which he includes in his group of 'single-systematic schizophrenias'. In addition, Rokhline (1961) has delineated a benign sub-type of schizophrenia characterized by a long-standing, incorrigible, specific, absurd hypochondriacal delusion.
Notwithstanding these attempts to designate sytidromes resembling MHP as uncommon variants of schizophrenia, the existing diagnostic category of paranoia (the independent validity of which is also disputed) more comfortably subsumes this disorder. Kraepelin's view of paranoia as 'a chronic persisting incurable delusional system' (1892) without hallucinations, affective disturbances, passivity feelings (1899) or personality deterioration and progression to a defect state (1912) closely resembles the profile of MHP, with the additional stipulation that in MHP the content of the delusional system is specifically hypochondriacal. Finally, the possibility that MHP may be an independent disease entity is attractive and support is lent to this view by the consistent pattern of clinical presentation, natural history, predisposing personality traits and apparently highlyselectiveresponse topsychopharmacological methods of treatment.
Clinical Variants
It is possible to identify several sub-groups of patients with MHP in which the central symptom, or a similar symptom, occurs with sufficient frequency and consistency of pattern to warrant their classification as phenomenologically distinct syndromes. Two main sub-divisions of MHP may be distinguished depending on whether (1) coenmsthopathic experiences or (2) disorders of body image may be associated with the somatic delusion.
(1) Ca?nasthopathic experiences (i) Delusional parasitosis. This is the most readily recognizable syndrome of MHP. Most psychiatrists are familiar with the patient who complains of an unbearable itch attributed with absolute conviction to infestation of the skin. Confirmatory 'evidence' may be offered in the form of twists of paper containing skin scrapings professed to harbour the causative organism. The complaint is usually longstanding. Caustic solutions may be self-administered to the skin and referral often comes from a despairing dermatologist or parasitologist. Insight is totally lacking, commitment to psychiatric treatment is poor and the results of treatment, of whatever type, are discouraging. Fuller descriptions of the syndrome are available elsewhere (Hopkinson 1973 , British Medical Journal 1977 .
(ii) Internal delusional zoiasis (Levy 1906) . In this case there is an immutable conviction that an animal, usually a worm, insect or arachnid, has become established in one or more organ system of the body, commonly the gastrointestinal tract or central nervous system. (iii) Olfactory paranoid syndrome (Pryse-Phillips 1971). The patient believes that an unpleasant odour emanates from his person and this is frequently localized to the bowels.
(iv) Miscellaneous caenwsthopathic disorders. Included here are presumably unique symptom complexes not previously recognized with sufficient frequency to attract an eponymous description. In this category, the author has treated patients with solitary somatic delusions as diverse as incordinating disease of the muscles of the left side of the neck (Reilly 1975) ; the presence of a fluid-carrying channel from the top of the head, through the brain to the buccal cavity; the continuous discharge of a sticky material from the gums and unexplained damage to the inner ear mechanisms associated with tinnitus of undiscoverable ietiology.
(2) Disorders ofbody image (i) Dysmorphic delusion (Schachter 1971) . This is the commonest established member of this subdivision. The patient believes that an external feature of his body, commonly facial, genital or mammary, is mis-shapen or abnormally proportioned. Pleas for corrective surgery may be forthcoming. The nose is perhaps the commonest source of concern. These cases must be distinguished from 'dysmorphophobias' (Hay 1970) , much more common disorders in which the psychopathology is that of a neurotic preoccupation rather than a delusional belief. Neurotic concern over the possession of an undersized penis is almost endemic in Western cultures. Although true delusional conviction may occasionally be encountered, it is perhaps more usually associated with Eastern cultures, arguably in striking form in the syndrome known as Koro (Yap 1965 ). (ii) Anorexia nervosa. It is possible that some forms of this condition may constitute an MHP. The suggestion was first made by Thompson (1977) . Gross disturbances of body image achieving delusional status are probably not common in anorexia nervosa but Bruch (1962) believes that they do occur and support for her findings has come from Slade & Russell (1973) .
Successful treatment of such a case with pimozide 4 mg thrice daily has recently been reported (Plantey 1977) although the reporting author did not appear consciously to realize that he might have been treating a case of MHP. The present author is currently giving pimozide to a young female anorexic with 'delusional fatness' and although treatment is at an early stage, significant reductions of delusional conviction and abnormal eating behaviour are already evident. (iii) Miscellaneous body image disorders. Members of this group should be regarded merely as speculative contenders-for inclusion under the rubric of MHP. Examples of such syndromes are some forms of bodily metamorphosis, including lycanthropy and rare cases of trans-sexualism; various types of anosognosia such as duplication phenomena, autoscopy and limb shedding (or psychical autotomy -Potzl) and possibly a few cases of pseudocyesis.
Management Principles
The importance of accurate diagnosis must be immediately emphasized. Single somatic delusions occurring in the course of a depressive, schizophrenic or organic illness are best managed by standard physical methods of treatment appropriate to the* parent disorder. Patients with hypochondriacal neuroses or dysmorphophobia are most likely to benefit from supportive psychotherapy, environmental manipulation, minor tranquillizers or monoamine oxidase inhibitor agents.
True MHP is notoriously resistant to any form of therapy (Riding & Munro 1975b) . Some of the patients in Ladee's (1966) large series almost certainly exhibited MHP, but their somatic delusions were unaltered by intensive Freudian psychoanalysis. The majority of such patients are usually subjected to a bewildering variety of physical methods of treatment, often administered relatively empirically, with little response.
In 1975 the first report appeared of the treatment of MHP with pimozide (Riding & Munro 1975a) . Five patients with this condition received pimozide in dosages ranging from 2-6 mg daily. Complete or virtually complete disappearance of the somatic delusion occurred in all cases, from within a few days to 3 weeks and remission was maintained for periods up to 2 years. The 5 successfully treated patients consisted of 2 with dysmorphic delusions, 1 with olfactory paranoid syndrome, 1 with delusional parasitosis and 1 with internal delusional zoiasis. A sixth patient who failed to respond to pimozide was diagnosed as suffering from 'nose-type' dysmorphophobia and subsequently improved with the aid of simple supportive psychotherapy and cosmetic surgery as recommended by Hay & Heather (1973) .
The present author subsequently published the description of a patient with an isolated delusion of disease affecting the musculature of the left side of the neck (Reilly 1975) . Treatment with pimozide 4 mg daily resulted in a marked softening of delusional conviction and a general symptomatic improvement within 6 weeks. Since then, Munro (1977) has alluded to the successful treatment of 4 patients with pimozide, all ofwhom had MHP, in 3 instances delusional parasitosis. In addition, the present author and his colleagues have submitted a report of a case of delusional parasitosis responding to pimozide 4 mg daily within 4 weeks (Reilly et al. in press) and have treated with pimozide 9 other patients suffering from MHP: 4 with delusional parasitosis, 1 with a dysmorphic delusion and 4 with miscellaneous ccenesthopathic syndromes (Reilly & Beard, to be published). In all 9 cases, treatment with pimozide in dosages up to 10 mg daily has resulted in complete or partial disappearance of the delusional belief with associated improvement in the general level of functioning.
Treatment with pimozide may require to be maintained indefinitely, since in 2 published cases (Riding & Munro 1975b ) the original delusion returned after discontinuation of pimozide only to disappear again with recommencement. Sideeffects when they occur include initial drowsiness, episodes of depression and rarely postural hypotension and psychomotor excitation. Extrapyramidal dysfunction occurs less frequently than might be expected, although it may be troublesome at the higher dose levels now favoured by the author.
The basis for the therapeutic efficacy of pimozide in MHP is unknown. It is tempting to hypothesize that a connection may exist between the limited phenomenology of the condition and the relatively specific effect of the drug on cerebral neurotransmitter activity, but this is pure speculation.
Indeed it is not absolutely established that pimozide is uniquely effective in MHP. Although several of the patients successfully treated with pimozide (Riding & Munro 1975b) had previously failed to respond to medication with other neuroleptic agents, significant improvement has been reported in a case of delusional parasitosis following treatment with Parstelin" (Roberts & Roberts 1977) . The authors of that report attributed this *outcome to the monoamine oxidase inhibitor moiety of this compound, but the present author believes the trifluoperazine component more likely to have had this effect, since its spectrum of pharmacological activity resembles that of pimozide in several respects and since it is known to be effective in paranoid psychoses. An international multicentre controlled comparison of this agent with pimozide in the treatment of MHP is currently in progress in an attempt to support impressions of the efficacy and specificity of the latter agent in this condition.
Finally, mention must be made of the importance of non-specific factors in facilitating the management of patients with MHP. Once the diagnosis has been established it is suggested that the therapist should arrange to see the patient regularly and attempt to build up a working relationship within which his recommendation of medication will be more readily accepted. A sympathetic and accepting atmosphere should be created to relieve the patient's distress, yet the therapist should neither deny the reality of the patient's experience nor collude with his delusional belief. Useful guidelines of this type have been furnished by Gould & Gragg (1976) with specific reference to delusional parasitosis.
DISCUSSION
Dr G Silverman (Southall) commented on Dr Reilly's suggestions about anorexia nervosa. Working some years previously with Professor Crisp he had been led to the conclusion that most of these patients had a highly delusional idea of their body image. It was similar to a monosymptomatic delusion. Such conditions were very severe with a high suicide rate and were difficult to treat. If pimozide apparently showed some success he would welcome a large scale trial with anorexia nervosa but it would have to take place in a centre which dealt specifically with the complaint. Dr Reilly felt that anorexia nervosa was probably a rather heterogeneous group of disorders with several superficial symptomatological similarities but with rather differing psychopathologies in each individual patient. He believed that a small minority of these patients might have a true 'delusional fatness'. However, the majority seemed to fit more into the category of a phobia of normal, functional adolescent weight, as Professor Crisp had suggested some years previously (Crisp 1967 Journal of Psychosomatic Research 11, 17). But that was simply his personal impression.
As to the question of high suicide risk among MHP patients, a recent article from Dr Bebbington of the Maudsley Hospital in the British Journal of Psychiatry (1976, 128, 475) describing 2 patients suffering from MHP had cited evidence from elsewhere suggesting a low incidence of suicide recorded for the condition.
Dr B Alapin (St Albans) commented on the frequency of delusions of skin parasites in amphetamine toxic psychoses. He thought that the good results obtained by Professor Munro might be attributable to the fact that his patients were amphetamine addicts. Such addicts, of course, very often concealed this information from the doctor.
He believed that MHP nearly always occurred with an obsessional neurosis, which was a condition in itself. They had organic changes in the brain, especially in the representation of a particular part of the body. These were subclinical until they coincided with the general obsessive features. That was why they were sometimes intractable, or, on the other hand, a surprizingly small change in treatment could produce good results. In such cases he would be inclined to use clomipramine, but perhaps better results could be obtained with pimozide.
Dr Reilly said that of Professor Munro's original 6 patients only 1 had delusions of parasitosis. The others did not, but they responded equally well. Certainly a peculiar crawling skin sensation was well recognized as occurring in amphetamine psychosis and perhaps even more commonly in cocaine psychosis. Much reference had been made to these conditions in the literature. It might indeed be difficult to know if a patient were addicted to one of these two drugs, but he felt that there may be detectable clues.
The problem of a cerebral disorder or topographic orientation underlying cases of MHP was difficult. The continental literature had many references to this possibility but with theexception of a few non-specifically altered EEGs there seemed to be little firm supportive evidence. He felt that some cerebral malfunctioning might well underly many of these conditions. What he meant to imply in saying that MHP occurred in the absence of any organic disorder was that no known organic entity could be distinguished in cases of true MHP.
